Papillary thyroid carcinoma and follicular thyroid carcinoma together comprise a generally indolent group of cancers known as differentiated thyroid carcinomas (DTCs). In 2014, there will be an estimated 62,980 new cases of differentiated thyroid cancer, and the incidence is rising faster than any other cancer in the USA [1] . Although the prognosis of DTC is generally good, a small subset of patients eventually die of the disease and up to 30 % of patients experience a recurrence of their disease after 30 years of follow-up [2] . As a result, a number of studies have identified various clinical and pathologic predictors for DTC and devised risk-group stratification or staging systems to select those at high risk of disease recurrence for more aggressive surgical and adjuvant treatment, while those at low risk would be spared aggressive treatment.
The American Joint Committee on Cancer (AJCC)/ Union for International Cancer Control tumor-nodemetastasis (TNM) staging system is the most widely used and is considered the international gold standard and the staging system currently recommended by the American Thyroid Association [3] . Other thyroid cancer staging systems include the Mayo Clinic's metastases, age, complete resection, invasion, size [4] ; the Lahey Clinic's age, metastases, extent, size [5] ; and the European Organization for Research and Treatment of Cancer systems [6] . One review of the literature found over 14 different staging systems for papillary thyroid cancer alone [7] .
With so many staging systems for thyroid cancer, one might ask, is there a need for yet another staging system? While the TNM stratification has been found useful at stratifying patients with DTC into prognostic risk groups, it is cumbersome to implement clinically given the large number of bins within this system and the complicated system of arriving at stage information. In 2009, Onitilo et al. [8] reported a simplified quantitative alternative to the TNM system (QTNM) and compared this with the conventional system. Six hundred and fourteen cases of DTC managed at their institution from 1987 to 2006 were identified. Cancerspecific survival (CSS) and disease-free survival (DFS) were calculated by the Kaplan-Meier method, and a simplified QTNM score was devised using a Cox proportional hazards model. The TNM system was quantified as follows: 4 points each for age older than 45 years and presence of neck nodal metastases while 6 points for tumor size larger than 4 cm or extrathyroidal extension and 1 point for non-papillary DTC. A sum of 0-5 points was low risk, 6-10 points intermediate, and 11-15 points high risk. Comparison with the conventional TNM system and two other systems revealed similar or better discrimination with the QTNM, and this discrimination was maintained when this risk stratification was applied to a unique validation set. The authors concluded that the QTNM system as opposed to the conventional TNM system was a simple and effective method for risk stratification for both recurrence and cancer-specific mortality.
In this issue of Endocrine, Mankarios et al. [9] used an Australian state database to test the validity of the QTNM staging system for assessing prognosis of DTC. Using the Queensland Cancer Registry (QCR), they identified 788 cases of DTC diagnosed from 1982 to 2006 with complete staging information. Causes of death were ascertained by linking the QCR database with the Australian National Death Index. Subjects were staged according to AJCC TNM seventh edition and QTNM, and CSS was calculated by the Kaplan-Meier method. Cancer-specific mortality was observed in 22 (2.8 %) patients, with 10-year CSS for the cohort of 97.0 % at a median follow-up of 262.8 months. QTNM stage-specific cancer survival at 10 years was 99.6, 97.0, and 78.6 % for low-, intermediate-, and high-risk groups, respectively. This was comparable to the original US dataset in which the QTNM was initially studied, and it fared better at discriminating survival than the standard TNM system, where there was overlap in survival between stages. This study validates the QTNM system in an Australian cohort and shows at least equivalent discriminatory capacity to the current TNM staging system.
There are some limitations to this study that are recognized by the authors. Namely, the Queensland registry had no information on recurrence, and therefore, DFS could not be assessed in this cohort. Likewise, there was an absence of data on the extent of surgery and postsurgical remnant ablation with radioactive iodine. One way to validate QTNM system would be to merge the data from three continents and analyze for CSS (and DFS if possible). This would make a more convincing case that QTNM is more accurate than TNM (or other systems). Lastly, QTNM may not be the appropriate mnemonic as ''M'' is excluded and histopathology is included. Ultimately, the QTNM staging system for thyroid cancer will need to be implemented in prospective manner to ensure that all data variables are ascertained and that patient outcome is validated over time.
While no staging system is perfect, the QTNM does appear to have some advantages compared to the TNM. It clearly discriminates between prognostic groups, has clinical relevance, and is simple to use. Only time will tell as to whether the QTNM system will be embraced by the thyroid cancer community. So what does the future hold for the staging thyroid cancer? It is probable that new molecular prognostic variables for thyroid cancer will emerge in this era of personalized medicine. Certain variables, such as BRAF mutations [10] , may be incorporated into current staging systems if they provide additional prognostic value and if a general consensus can be obtained regarding their use.
